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Abstract: 
Aphasia is an amalgamation of a speech and language disorders mainly produced by 
damage to the brain. Most often is caused by a cerebral vascular accident (CVA), which 
is also known as a stroke, aphasia can cause temporary and definitive impairments in 
speech and language. Other causes include brain tumours, traumatic brain injury, and 
progressive neurological disorders. The damage occurs typically in the left half of the 
brain. Individuals who experience damage to the right side of the brain may have 
additional difficulties beyond speech and language issues, like dysarthria, apraxia, or 
swallowing problems. Aphasia may causes difficulties in speaking, listening, reading, 
and writing, but does not affect intelligence.  
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1. Introduction 
 
Aphasia is a language disorder that occurs as consequences of damage to portions of 
the brain that are responsible for language. For most people, these are parts of the left 
side (hemisphere) of the brain, in ”roca’s and Wernicke’s area. Aphasia usually occurs 
suddenly, often as the result of a stroke or head injury, but it may also develop slowly, 
as in the case of a brain tumour. The disorder impairs the expression and 
understanding of language as well as reading and writing. Aphasia may co-occur with 
speech disorders such as dysarthria or apraxia of speech, which also result from brain 
damage. Aphasia affects both spoken and written communication. It can hinder 
speaking, comprehension, reading, and writing. It can affect both expressive and 
receptive communication. 
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Figure1: Brain areas responsible of aphasia 
Source: http://www.strokecenter.org 
 
2. Types of Aphasia 
 
Affected people with ”roca’s aphasia have damage to the frontal lobe of the brain. 
These individuals frequently speak in short, meaningful phrases that are produced with 
great effort. ”roca’s aphasia is thus characterized as a nonfluent aphasia.  
 Individuals affected ”roca’s aphasia often omit small words such as ȃis,Ȅ ȃand,Ȅ 
and ȃthe.Ȅ For example, a person with ”roca’s aphasia may say, ȃWalk dogȄ meaning, 
ȃI will take the dog for a walk.Ȅ The same sentence could also mean ȃYou take the dog 
for a walk,Ȅ or ȃThe dog walked out of the yard,Ȅ depending on the circumstances. 
Individuals with ”roca’s aphasia are capable to comprehend the discourse of others to 
varying degrees. Because of this, they are often conscious of their problems and can 
become easily irritated by their speaking difficulties. Collateral damages associated 
with ”roca’s aphasia are right-sided weakness or paralysis of the arm and leg because 
the frontal lobe is also important for body movement. 
 The damage of the temporal lobe may result in a fluent aphasia that is called 
Wernicke’s aphasia. Individuals with Wernicke’s aphasia may speak in long sentences 
that have no meaning, add unnecessary words, and even create new ȃwords.Ȅ For 
example, someone with Wernicke’s aphasia may say, ȃYou know that smoodle 
pinkered and that I want to get him round and take care of him like you want before,Ȅ 
meaning ȃThe dog needs to go out so I will take him for a walk.Ȅ Individuals with 
Wernicke’s aphasia usually have great difficulty understanding speech and are 
therefore often unaware of their mistakes. These individuals usually have no body 
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weakness because their brain injury is not near the parts of the brain that control 
movement. 
 A third type of aphasia, global aphasia, occurs from damage to extensive 
portions of the language areas of the brain. Individuals with global aphasia have severe 
communication difficulties and may be extremely limited in their ability to speak or 
comprehend language. Because the extent of the brain damage many other severe 
physical impairments may occur. 
  
3. Symptoms 
 
Symptoms of aphasia vary from mild to severe. The effects of aphasia are determined 
by the areas of the brain that are damaged and the severity of that damage. 
 Expressive symptoms are problems using words and sentences. These symptoms 
can include: 
   -  speaking in short, incomplete sentences or phrases 
   -  speaking in sentences that can’t be understood 
   -  using wrong words or nonsense words 
   - using words in the wrong order 
Receptive symptoms are problems understanding the words of others. These symptoms 
can include: 
   - the difficulty of understanding other people’s speech 
   - the difficulty of following fast-paced speech 
   - misunderstanding figurative speech 
In addition, most of the individuals with aphasia may also have one or more of the 
following problems: 
 Difficulty on generating language: 
   - experience difficulty coming up with the words they want to say; 
   - replace the intended word with another word that may be connected in 
 significance (e.g., "circle" for "sphere") or unrelated (e.g., "tree" for "house") 
   - switch sounds within words (e.g., "wish dasher" for "dishwasher") 
   - use made-up words (e.g., "madeofwater" for "river") 
   - have difficulty putting words organized to create sentences 
   - gather together made-up words and real words effortlessly but without making 
 sense 
 Difficulty understanding language: 
   - misinterpret what others say, especially when they speak fast (e.g., radio or 
 television news) or in long sentences 
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   - find it hard to comprehend talking in background noise or in group 
 circumstances 
   - misunderstand jokes and take the literal significance of figurative speaking
 Difficulty reading and writing: 
   - problematic reading forms, pamphlets, books, and other written material 
   - difficult spelling and putting words together in order to write sentences 
   - problematic understanding of number concepts (e.g., telling time, counting 
 money, doing mathematical operations) 
 
4. Diagnosis 
 
Aphasia is usually first acknowledged by the physician who treats the individual for his 
or her brain injury, usually a neurologist. The physician typically completes tests that 
necessitate the following of commands, answer questions, name objects, and converse. 
If the physician suspects aphasia, the individual is often referred to a speech-language 
pathologist, who performs a comprehensive examination of the person’s ability to 
understand, speak, read, and write. 
 To be diagnosed with aphasia, a person's speech or language must be 
significantly impaired in one (or several) of the four communication modalities 
following acquired brain injury or have significant decline over a short time period 
(progressive aphasia). The four communication modalities are auditory comprehension, 
verbal expression, reading and writing, and functional communication. 
 The speech-language pathologist evaluates the individual with a variety tools to 
determine the type and severity of aphasia. It includes assessment of: 
- auditory comprehension: comprehending words, interrogations, instructions, 
and sentences that are spoken 
- verbal expression: producing automatic sequences (e.g., days of the week), 
mentioning objects, describing pictures, answering to questions, and having dialogues 
- reading and writing: comprehending or producing letters, words, sentences, and 
paragraphs 
- functional communication: using gestures, drawing, pointing, or other 
supportive means of communication when he/she has trouble getting a point across 
verbally. 
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5. Treatment 
 
There are many types of treatment available for individuals with aphasia. The type of 
treatment depends on the type of disorder, needs and goals of the person with aphasia. 
Treatment may be provided in individual or group sessions. The speech-language 
pathologist works on activities to improve specific language skills affected by damage 
to the brain. He also helps the person with aphasia develop and use strategies to 
improve overall communication in a variety of situations (e.g., life participation 
approach to the treatment of aphasia). Later on in recovery, the speech-language 
pathologist may work with a vocational specialist to help the person return to work or 
school, if appropriate. The speech-language pathologist may also work with employers 
and/or educational specialists to implement the use of compensatory strategies in these 
settings and may work with them to modify the environment to meet language needs. 
 In some instances, an individual will completely recover from aphasia without 
treatment. This type of ȃspontaneous recoveryȄ usually occurs following a transient 
ischemic attack (TIA), a kind of stroke in which the blood-flow to the brain is 
temporarily interrupted but quickly restored. In these circumstances, language abilities 
may return in a few hours or a few days. For most cases of aphasia, however, language 
recovery is not as quick or as complete. While many individuals with aphasia also 
experience a period of partial spontaneous recovery (in which some language abilities 
return over a period of a few days to a month after the brain injury), some amount of 
aphasia typically remains. In these instances, speech-language therapy is often helpful. 
Recovery usually continues over a 2-year period. Most speech-language pathologists 
believe that the most effective treatment begins early in the recovery process. Some of 
the factors that influence the amount of improvement include the cause of the brain 
damage, the area of the brain that was damaged, the extent of the brain injury, and the 
age and health of the individual. Additional factors include motivation, handedness, 
and educational level. 
 Aphasia therapy strives to improve an individual’s ability to communicate by 
helping the person to use remaining abilities, to restore language abilities as much as 
possible, to compensate for language problems, and to learn other methods of 
communicating. Treatment may be offered in individual or group settings. Individual 
therapy focuses on the specific needs of the person. Group therapy offers the 
opportunity to use new communication skills in a comfortable setting. Stroke clubs, 
which are regional support groups formed by individuals who have had a stroke, are 
available in most major cities. These clubs also offer the opportunity for individuals 
with aphasia to try new communication skills. In addition, stroke clubs can help the 
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individual and his or her family adjusts to the life changes that accompany stroke and 
aphasia. Family involvement is often a crucial component of aphasia treatment so that 
family members can learn the best way to communicate with their loved one. 
 Family members are encouraged to: 
   - simplify language by using short, uncomplicated sentences 
   - repeat the content words or write down key words to clarify meaning as 
 needed 
   - maintain a natural conversational manner appropriate for an adult 
   - minimize distractions, such as a blaring radio, whenever possible 
   - include the person with aphasia in conversations 
   - ask for and value the opinion of the person with aphasia, especially regarding 
 family matters 
   - encourage any type of communication, whether it is speech, gesture, pointing, or 
 drawing 
   - avoid correcting the individual’s speech 
   - allow the individual plenty of time to talk 
   - help the individual become involved outside the home 
   - seek out support groups such as stroke clubs. 
 
6. Management 
 
Most acute aphasia patients can recover some or most skills by working with a speech-
language pathologist. This recuperation process can take two or more years and is most 
effective when begun quickly. After the onset of aphasia, there is approximately a six-
month period of spontaneous recovery. During this time, the brain is attempting to 
recover and repair the damaged neurons. Therapy for aphasia during this time 
facilitates an even greater level of recovery than if no intervention was given at this 
time. Improvement varies widely, depending on the aphasia's cause, type, and severity. 
Recovery also depends on the patient's age, health, motivation, handedness, and 
educational level. 
 There is no one treatment proven effective for all types of aphasias. The reason 
that there is no universal treatment for aphasia is because of the nature of the disorder 
and the various ways it is presented, as explained in the above sections. Aphasia is 
rarely exhibited identically, implying that treatment needs to be catered specifically to 
the individual. Studies have shown that, although there is no consistency on treatment 
methodology in literature, there is a strong indication that treatment in general has 
positive outcomes. Therapy for aphasia ranges from increasing functional 
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communication to improving speech accuracy, depending on the person's severity, 
needs and support of family and friends. Group therapy allows individuals to work on 
their pragmatic and communication skills with other individuals with aphasia, which 
are skills that may not often be addressed in individual one-on-one therapy sessions. It 
can also help increase confidence and social skills in a comfortable setting. 
 A multi-disciplinary team, including doctors (often a physician is involved, but 
more likely a clinical neuropsychologist will head the treatment team), physiotherapist, 
occupational therapist, speech-language pathologist, and social worker, works together 
in treating aphasia. For the most part, treatment relies heavily on repetition and aims to 
address language performance by working on task-specific skills. The primary goal is to 
help the individual and those closest to them adjust to changes and limitations in 
communication. 
 Treatment techniques mostly fall under two approaches: 
   - Substitute Skill Model - an approach that uses an aid to help with spoken 
language, i.e. a writing board 
   - Direct Treatment Model - an approach that targets deficits with specific exercises 
Several treatment techniques include the following: 
   - Copy and Recall Therapy (CART) - repetition and recall of targeted words within 
therapy may strengthen orthographic representations and improve single word 
reading, writing, and naming 
   - Visual Communication Therapy (VIC) - the use of index cards with symbols to 
represent various components of speech 
   - Visual Action Therapy (VAT) - typically treats individuals with global aphasia to 
train the use of hand gestures for specific items 
   - Functional Communication Treatment (FCT) - focuses on improving activities 
specific to functional tasks, social interaction, and self-expression 
   - Promoting Aphasic's Communicative Effectiveness (PACE) - a means of 
encouraging normal interaction between patients and clinicians. In this kind of therapy, 
the focus is on pragmatic communication rather than treatment itself. Patients are asked 
to communicate a given message to their therapists by means of drawing, making hand 
gestures or even pointing to an object 
   - Melodic Intonation Therapy (MIT) - aims to use the intact melodic/prosodic 
processing skills of the right hemisphere to help cue retrieval of words and expressive 
language 
- Other - i.e. drawing as a way of communicating, trained conversation partners 
 The prognosis for life in a patient with aphasia depends on the cause of the 
aphasia. A left hemisphere glioblastoma may be associated with a very short life 
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expectancy, whereas a minor stroke may have an excellent prognosis. It is the 
underlying pathology, not the aphasia itself, that determines prognosis. 
 
7. Prognosis 
 
The prognosis for language recovery varies depending on the size and nature of the 
lesion and the age and overall health of the patient. Most patients, even elderly ones, 
experience some recovery in post-stroke aphasia, and some recover completely. In 
general, patients with preserved receptive language functions are better candidates for 
rehabilitation than are those with impaired comprehension.  
 The potential for functional recovery from primarily expressive aphasia such as 
”roca’s aphasia after a stroke is excellent. The potential for recovery from Wernicke 
aphasia due to a stroke is not as good as that for Broca aphasia, but most of these 
patients show some recovery. The potential for recovery from aphasia due to an 
untreatable tumor or neurodegenerative disease is poor. 
 The prognosis for the patient to become independent is subtly different than that 
for language recovery. Patients may recover functionally and be able to live 
independently in spite of having a persisting aphasia, as long as they do not have other 
concomitant deficits such as the ability to use household tools (apraxia), often related to 
inferior parietal lobule or frontal involvement or other cognitive deficits. 
 Although it was once taught that, most improvement from aphasia occurs in the 
first six months after a stroke, most acknowledge that recovery can occur many months 
or even years after the initial stroke that caused the impairment. In severe, global 
aphasia, there may actually be more improvement in the second 6 months after the 
stroke than in the first 6 months. 
Teaching aphasia reading strategies can help students with aphasia optimize their 
reading fluency and comprehension. The following reading strategies for students with 
aphasia will help your students with aphasia make maximum progress: 
 Learn everything you can about the student as a learner. Read his IEP and 
cumulative folder. Examine previous classroom and standardized assessments. Analyze 
previous writing samples. If possible, speak with teachers and other professionals who 
have worked with the student in the past. Administer learning inventories and 
interview the student to develop a profile of the student's strengths, deficits, needs and 
preferences as a learner. 
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8. Teaching Strategies for Students with Aphasia 
 
   - control a comprehensive sequence of valuations to determine the student's 
 current state 
   - organizing the learning environment to minimize distractions for your students 
 with aphasia 
   - practice simple language and unsophisticated sentences when collaborating 
 with  students with aphasia 
   - repeat words as necessary when speaking with students with aphasia 
   - present information using multiple modalities (orally, visually, 
 kinesthetically) 
   - when teaching vocabulary, provide written words, definitions, synonyms  and 
 antonyms, examples of usage and pictorial representations 
   - openly teach semantics and syntax concepts. simplify them as much as 
 possible 
   - break concepts down into small steps and repeat them as often as necessary to 
 ensure your student comprehends them 
   - allow students with aphasia as much time as necessary, without interruption, in 
 order to express themselves verbally 
   - create word choice boards 
   - use flashcards to build vocabulary 
   - because aphasia manifest in so many different ways, specific 
 accommodations are determined on a case by case basis 
   - in working with aphasia students, be flexible, creative, and adaptive with 
 resources 
   - outline class presentations and write new terms and key points on the 
 blackboard 
   - repeat and summarize segments of each presentation and review its entirety 
   - consider giving assignments in both oral and written form to avoid confusion 
   - consider providing in advance, sample study questions for exams that illustrate 
 the test format, as well as the content of the test. explain what constitutes a good 
 answer and why 
   - encourage students to use campus support services (e.g., study skills training, 
 academic tutorial assistance, peer support groups, etc.). 
   - students with written language difficulties may benefit from use of a word 
 processor or typewriter for written assignments, extended time, and note taker 
 or recorded lecture. 
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   - students with visual processing or reading difficulties may benefit from recorded 
 class materials, extended time, use of adaptive equipment in library, various 
 presentation of visual material, and alternative testing formats. the student may 
 require books on tape. allow the student to tape-record lectures 
   - visual perceptual difficulties can be addressed by preferential seating, allowing 
 the student to indicate a test answer on the test or another sheet rather  
   - keep instructions brief and as uncomplicated as possible 
 clearly define course requirements, the dates of exams and assignments. provide 
 advance notice of any changes 
   - provide handouts and visual aids 
   - when appropriate, team a reader with a non-reading student during in-class 
 assignments 
   - use more than one way to demonstrate or explain information 
   - have copies of the syllabus ready three to five weeks prior to the beginning of 
 classes so textbooks are available for taping 
   - when possible, break information into small steps when teaching many new 
 tasks in one lesson (state objectives, review previous lesson, summarize 
 periodically) 
   - allow time for clarification of directions and essential information 
   - provide study guides or review sheets for exams 
   - provide alternative ways for the students to do tasks, such as dictations or oral 
 presentations 
   - provide assistance with proofreading written work 
   - stress organization and ideas rather than mechanics when grading in-class 
 writing assignments 
   - allow the use of spell-check and grammar-assisted devices 
   - when in doubt about how to assist the student, ask him or her 
   - allow the student the same anonymity as other students (i.e., avoid pointing out 
 the student or the alternative arrangements to the rest of the class) 
 
 
References 
 
 
1. "American Speech-Language-Hearing Association (ASHA):- Aphasia". asha.org 
Damasio, A.R. (February 1992). "Aphasia.". N Engl J Med 326 (8): 531–9. 
doi:10.1056/NEJM199202203260806 
Wangchuck Tshering Pema –  
APHASIA – OVERVIEW AND TEACHING STRATEGIES
 
 European Journal of Special Education Research - Volume 1 │ Issue 1 │ 2015                                                             69 
2. Bayles, K (2010). "Neuroplasticity: Implications for Treating Cognitive-
Communication Disorders". ASHA Convention, 19 November 2010. 
3. Stahl, B; Van Lancker Sidtis, D (2015), "Tapping into neural resources of 
communication: formulaic language in aphasia therapy", Frontiers in Psychology 6 
(1526): 1–5, doi:10.3389/fpsyg.2015.01526 
4. Manasco, M. Hunter (2014). Introduction to Neurogenic Communication 
Disorders. Jones & Bartlett Learning. p. 72. ISBN 9781449652449 
"What is aphasia? What causes aphasia?". Medical News Today. 
5. Henseler, I.; Regenbrecht, F.; Obrig, H. (12 February 2014). "Lesion correlates of 
patholinguistic profiles in chronic aphasia: comparisons of syndrome-, modality- and 
symptom-level assessment". Brain 137 (3): 918–930. doi:10.1093/brain/awt374.  
6. "Aphasia". www.asha.org.  
Soares-Ishigaki, EC.; Cera, ML.; Pieri, A.; Ortiz, KZ. (2012). "Aphasia and herpes virus 
encephalitis: a case study". Sao Paulo Med J 130 (5): 336–41. doi:10.1590/S1516-
31802012000500011.  
7. "Primary Progressive Aphasia". www.asha.org.  
8. Quigg M, Fountain NB (March 1999). "Conduction aphasia elicited by 
stimulation of the left posterior superior temporal gyrus". J. Neurol. Neurosurg. 
Psychiatr. 66 (3): 393–6. doi:10.1136/jnnp.66.3.393. PMC 1736266. PMID 10084542. 
9. Kolb, Bryan; Whishaw, Ian Q. (2003). Fundamentals of human neuropsychology. 
[New York]: Worth. pp. 502, 505, 511. ISBN 0-7167-5300-6. OCLC 464808209. 
10. Manasco, M. Hunter. Introduction to Neurogenic Communication Disorders. 
Jones and Bartlett Learning. p. 7. 
11. Goodglass, H., Kaplan, E., & Barresi, B. (2001). The assessment of aphasia and 
related disorders. Lippincott Williams & Wilkins. 
12. Kertesz, A. (2006). Western Aphasia Battery-Revised (WAB-R). Austin, TX: Pro-
Ed. "Common Classifications of Aphasia". www.asha.org. Retrieved 2015-11-19. 
13. Kolb, Bryan; Whishaw, Ian Q. (2003). Fundamentals of human neuropsychology. 
[New York]: Worth. pp. 502–504. ISBN 0-7167-5300-6. OCLC 464808209. 
14. StrokeCenter.org 
http://www.strokecenter.org/patients/caregiver-and-patient-resources/aphasia-
information/ 
15. Godefroy O., Dubois C., Debachy B., Leclerc M., Kreisler A. (2002). "Vascular 
aphasias: main characteristics of patients hospitalized in acute stroke units". Stroke 33: 
702–705. doi:10.1161/hs0302.103653. 
Wangchuck Tshering Pema –  
APHASIA – OVERVIEW AND TEACHING STRATEGIES
 
 European Journal of Special Education Research - Volume 1 │ Issue 1 │ 2015                                                             70 
16. Naudé, H; Pretorius, E. (3 Jun 2010). "Can herpes simplex virus encephalitis 
cause aphasia?". Early Child Development and Care 173 (6): 669–679. 
doi:10.1080/0300443032000088285.  
17. "Aphasia". MedicineNet.com 
18. Budd, M.A.; Kortte, K.; Cloutman, L.; et al. (September 2010). "The nature of 
naming errors in primary progressive aphasia versus acute post-stroke aphasia". 
Neuropsychology 24 (5): 581–9. doi:10.1037/a0020287. PMC 3085899. Henseler, I; 
Regenbrecht, F; Obrig, H (March 2014). "Lesion correlates of patholinguistic profiles in 
chronic aphasia: comparisons of syndrome-, modality- and symptom-level 
assessment.". Brain 137 (Pt 3): 918–30. doi:10.1093/brain/awt374. PMID 24525451. 
19. Kuljic-Obradovic, DC (July 2003). "Subcortical aphasia: three different language 
disorder syndromes?". European Journal of Neurology 10 (4): 445–8. doi:10.1046/j.1468-
1331.2003.00604.x.  
20. Emedicine.Medscape.com 
http://emedicine.medscape.com/article/1135944-followup 
21. Kreisler, A; Godefroy, O; Delmaire, C; Debachy, B; Leclercq, M; Pruvo, JP; Leys, 
D (14 March 2000). "The anatomy of aphasia revisited.". Neurology 54 (5): 1117–23. 
doi:10.1212/wnl.54.5.1117. PMID 10720284. 
22. Coppens, P; Hungerford, S; Yamaguchi, S; Yamadori, A (December 2002). 
"Crossed aphasia: an analysis of the symptoms, their frequency, and a comparison with 
left-hemisphere aphasia symptomatology.". Brain and Language 83 (3): 425–63. 
doi:10.1016/s0093-934x(02)00510-2. PMID 12468397. 
23. HealthLine.com 
http://www.healthline.com/symptom/aphasia 
24. BrightHubEducation.com 
http://www.brighthubeducation.com/special-ed-neurological-disorders/113248-reading-
strategies-for-students-with-aphasia/ 
25. Mariën, P; Paghera, B; De Deyn, PP; Vignolo, LA (February 2004). "Adult crossed 
aphasia in dextrals revisited.". Cortex 40 (1): 41–74. doi:10.1016/s0010-9452(08)70920-1. 
PMID 15070002. 
26. Carlson, Neil (2013). Physiology of Behavior. New York: Pearson. pp. 494–496. 
American Speech-Language-Hearing Association (1997-2014) 
27. Nolen-Hoeksema, S. (2014). Neurodevelopmental and Neurocognitive Disorders. 
In Abnormal Psychology (6th ed.). New York: McGraw-Hill. 
28. Manasco, M. Hunter (2014). Introduction to Neurogenic Communication 
Disorders. Burlington, MA: Jones & Bartlett Learning. pp. 75–76. 
Wangchuck Tshering Pema –  
APHASIA – OVERVIEW AND TEACHING STRATEGIES
 
 European Journal of Special Education Research - Volume 1 │ Issue 1 │ 2015                                                             71 
29. Manasco, Hunter (2014). Introduction to Neurogenic Communication Disorders. 
Jones & Bartlett Learning. p. 71. 
30. Alexander, MP; Hillis, AE (2008). Georg Goldenberg; Bruce L Miller; Michael J 
Aminoff; Francois Boller; D F Swaab, eds. Aphasia. Handbook of Clinical Neurology 88 
(1 ed.). pp. 287–310. doi:10.1016/S0072-9752(07)88014-6. ISBN 9780444518972. OCLC 
733092630. 
31. Ross K.B., Wertz R.T. (2001). "Type and severity of aphasia during the first seven 
months poststroke". Journal of Medical Speech-Language Pathology 9: 31–53. 
32. Coltheart, Max; Kay, Janice; Lesser, Ruth (1992). PALPA psycholinguistic 
assessments of language processing in aphasia. Hillsdale, N.J: Lawrence Erlbaum 
Associates. ISBN 0-86377-166-1. 
33. Porter, G., & Howard, D. (2004). CAT: comprehensive aphasia test. Psychology 
Press. 
34. Mesulam MM (April 2001). "Primary progressive aphasia". Ann. Neurol. 49 (4): 
425–32. doi:10.1002/ana.91. PMID 11310619. 
35. Wilson SM, Henry ML, Besbris M; et al. (July 2010). "Connected speech 
production in three variants of primary progressive aphasia". Brain 133 (Pt 7): 2069–88. 
doi:10.1093/brain/awq129. PMC 2892940. PMID 20542982. 
36. Harciarek M, Kertesz A (September 2011). "Primary progressive aphasias and 
their contribution to the contemporary knowledge about the brain-language 
relationship". Neuropsychol Rev 21 (3): 271–87. doi:10.1007/s11065-011-9175-9. PMC 
3158975. PMID 21809067. 
37. Gorno-Tempini ML, Hillis AE, Weintraub S; et al. (March 2011). "Classification of 
primary progressive aphasia and its variants". Neurology 76 (11): 1006–14. 
doi:10.1212/WNL.0b013e31821103e6. PMC 3059138. PMID 21325651. 
39. Schmitz, Thomas J.; O'Sullivan, Susan B. (2007). Physical rehabilitation. 
Philadelphia: F.A. Davis. ISBN 0-8036-1247-8. OCLC 70119705. 
40. Manasco, M. Hunter. Introduction to Neurogenic Communication Disorders. 
Jones & Bartlett Learning. p. 97. ISBN 9781449652449. 
41. Beeson, P. M., Egnor, H. (2007), Combining treatment for written and spoken 
naming, Journal of the International Neuropsychological Society, 12(6); 816-827. 
42. "Aphasia". American Speech Language Hearing Association. Retrieved from 
http://www.asha.org/PRPSpecificTopic.aspx?folderid=8589934663&section=Treatment 
43. Alexander, MP; Hillis, AE (2008). "Aphasia". In Georg Goldenberg; Bruce L 
Miller; Michael J Aminoff; Francois Boller; D F Swaab. Neuropsychology and 
Behavioral Neurology: Handbook of Clinical Neurology 88. Elsevier Health Sciences. 
pp. 287–310. ISBN 978-0-444-51897-2. OCLC 733092630. 
Wangchuck Tshering Pema –  
APHASIA – OVERVIEW AND TEACHING STRATEGIES
 
 European Journal of Special Education Research - Volume 1 │ Issue 1 │ 2015                                                             72 
44. Manasco, Hunter. "The Aphasias". Introduction to Neurogenic Communication 
Disorders. p. 93. 
45. Norton A, Zipse L, Marchina S, Schlaug G (July 2009). "Melodic Intonation 
Therapy: shared insights on how it is done and why it might help". Ann. N. Y. Acad. 
Sci. 1169: 431–6. doi:10.1111/j.1749-6632.2009.04859.x. PMC 2780359. PMID 19673819. 
46. van der Meulen, I; van de Sandt-Koenderman, ME; Ribbers, GM (January 2012). 
"Melodic Intonation Therapy: present controversies and future opportunities". Archives 
of Physical Medicine and Rehabilitation 93 (1 Suppl): S46–52. 
doi:10.1016/j.apmr.2011.05.029. PMID 22202191. 
47. "Melodic-Intonation-Therapy and Speech-Repetition-Therapy for Patients With 
Non-fluent Aphasia". clinicaltrials.gov. 
48. Stahl, B; Kotz, SA (2013). "Facing the music: Three issues in current research on 
singing and aphasia". Frontiers in Psychology 5 (1033): 1–4. 
doi:10.3389/fpsyg.2014.01033. ISSN 1664-1078. 
49. Bhogal SK; Teasell R; Speechley M (2003). "Intensity of aphasia therapy, impact 
on recovery". Stroke 34 (4): 987–993. doi:10.1161/01.str.0000062343.64383.d0. 
50. Martins IP; Leal G; Fonseca I; Farrajota L; Aguiar M; Fonseca J; Ferro JM (2013). 
"A randomized, rater-blinded, parallel trial of intensive speech therapy in sub-acute 
post-stroke aphasia: the SP-I-R-IT study". International Journal of Language & 
Communication Disorders 48 (4): 421–431. doi:10.1111/1460-6984.12018. 
51. Cherney LR; Patterson JP; Raymer AM (2011). "Intensity of aphasia therapy: 
Evidence and efficacy". Current Neurology and Neuroscience Reports 11 (6): 560–569. 
doi:10.1007/s11910-011-0227-6. 
52. Manasco, M. Hunter (2014). Introduction to Neurogenic Communication 
Disorders. Burlington, MA: Jones and Bartlett Learning. ISBN 978-1-4496-5244-9. 
53. Sage K; Snell C; Lambon Ralph MA (2011). "How intensive does anomia therapy 
for people with aphasia need to be?". Neuropsychological Rehabilitation 21 (1): 26–41. 
doi:10.1080/09602011.2010.528966. 
54. Palmer R (2015). "Innovations in aphasia treatment after stroke: Technology to 
the rescue". British Journal of Neuroscience Nursing 38: 38–42. 
doi:10.12968/bjnn.2015.11.sup2.38. 
55. Wilssens I; Vandenborre D; Dun K; Verhoeven J; Visch-Brink E; Mariën P (2015). 
"Constraint-induced aphasia therapy versus intensive semantic treatment in fluent 
aphasia". American Journal of Speech-Language Pathology 24: 281–294. 
doi:10.1044/2015_ajslp-14-0018. 
56. Johnson ML; Taub E; Harper LH; Wade JT; Bowman MH; Bishop-McKay S; 
Uswatte G (2014). "An enhanced protocol for constraint-induced aphasia therapy II: A 
Wangchuck Tshering Pema –  
APHASIA – OVERVIEW AND TEACHING STRATEGIES
 
 European Journal of Special Education Research - Volume 1 │ Issue 1 │ 2015                                                             73 
case series". American Journal of Speech-Language Pathology 23 (1): 60–72. 
doi:10.1044/1058-0360(2013/12-0168). 
57. Bayles K; Tomodea CK. "Neuroplasticity: Implications for treating cognitive-
communication disorders". ASHA Convention 2010. 
58. Raymer AM (2008). "Translational research in aphasia: From neuroscience to 
neurorehabilitation". Journal of Speech, Language, and Hearing Research 51: 259–275. 
doi:10.1044/1092-4388(2008/020). 
59. Laska AC; Hellblom A; Murray V; Kahan T; Arbin M (2001). "Aphasia in acute 
stroke and relation to outcome". Journal of Internal Medicine 249: 413–422. 
doi:10.1046/j.1365-2796.2001.00812.x. 
60. Brookshire R. "Introduction to neurogenic communication disorders (7th 
edition). St. Louis, MO: Mosby". 
61. Squire LR; Dronkers NF; Baldo JV (2009). "Encyclopedia of neuroscience". 
Aminoff, M. J., Daroff, R. B., Foundas, A. L., Knaus, T. A., & Shields, J. (2014). 
Encyclopedia of the neurological sciences. Retrieved from 
http://topics.sciencedirect.com/ 
62. Marangolo, P., Fiori, V., Caltagirone, C., & Marini, A. (2013). How 
Conversational Therapy influences language recovery in chronic non-fluent aphasia. 
Neuropsychological Rehabilitation, 23(5), 715-731. 
63. Harnish S. M., Morgan J., Lundine J. P., Bauer A., Singletary F., Benjamin M. L., 
Crosson B. (2014). "Dosing of a Cued Picture-Naming Treatment for Anomia". 
American Journal of Speech-Language Pathology 23 (2): S285–S299. 
doi:10.1044/2014_AJSLP-13-0081. 
64. Demeurisse G., Capon A. (1987). "Language recovery in aphasic stroke patients: 
Clinical, CT and CBF studies". Aphasiology 1 (4): 301–315. 
65. Basso A; Macis M (2001). "Therapy efficacy in chronic aphasia". Behavioural 
Neurology 24 (4): 317–325. doi:10.1155/2011/313480. 
66. Sarno M., Levita E. (1971). "Natural course of recovery in severe aphasia". 
Archives of Physical Medicine and Rehabilitation 52: 175–178. 
67. Kendall, D. L., Oelke, M., Brookshire, C. E., & Nadeau, S. E. (2015). The influence 
of phonomotor treatment on word retrieval abilities in 26 individuals with chronic 
aphasia: An open trial. Journal of Speech, Language, and Hearing Research, 1-15. 
68. Kwon H.G., Jang S.H. (2011). "Excellent recovery of aphasia in a patient with 
complete injury of the arcuate fasciculus in the dominant hemisphere". 
NeuroRehabilitation 29: 401–404. doi:10.3233/NRE-2011-0718. 
69. Flamand-Roze C., Cauquil-Michon C., Roze E., Souillard-Scemama R., 
Maintigneux L., Ducreux D., Adams D., Denier C. (2011). "Aphasia in border-zone 
Wangchuck Tshering Pema –  
APHASIA – OVERVIEW AND TEACHING STRATEGIES
 
 European Journal of Special Education Research - Volume 1 │ Issue 1 │ 2015                                                             74 
infarcts has a specific initial pattern and good long-term prognosis". European Journal 
of Neurology 18: 1397–1401. doi:10.1111/j.1468-1331.2011.03422.x. 
70. McCrory PR, Berkovic SF (December 2001). "Concussion: the history of clinical 
and pathophysiological concepts and misconceptions". Neurology 57 (12): 2283–9. 
doi:10.1212/WNL.57.12.2283. PMID 11756611. 
71. Richardson, Robert G. (1995). Emerson: the mind on fire: a biography. Berkeley: 
University of California Press. ISBN 0-520-08808-5. OCLC 31206668. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Creative Commons licensing terms 
Authors will retain the copyright of their published articles agreeing that a Creative Commons Attribution 4.0 International License (CC BY 4.0) terms 
will be applied to their work. Under the terms of this license, no permission is required from the author(s) or publisher for members of the community 
to copy, distribute, transmit or adapt the article content, providing a proper, prominent and unambiguous attribution to the authors in a manner that 
makes clear that the materials are being reused under permission of a Creative Commons License. Views, opinions and conclusions expressed in this 
research article are views, opinions and conclusions of the author(s). Open Access Publishing Group and European Journal of Special Education 
Research shall not be responsible or answerable for any loss, damage or liability caused in relation to/arising out of conflict of interests, copyright 
violations and inappropriate or inaccurate use of any kind content related or integrated on the research work. All the published works are meeting the 
Open Access Publishing requirements and can be freely accessed, shared, modified, distributed and used in educational, commercial and non-
commercial purposes under a Creative Commons Attribution 4.0 International License (CC BY 4.0). 
